The observed increase in lung cancer mortality warrants improved tobacco control.
Lung cancer is the main cause of all cancer deaths among men, and it has replaced breast cancer as the main cause of all cancer deaths among women in more developed countries (1) . In 2012, lung cancer caused 24% of cancer deaths in men and 14% in women worldwide (1, 2) . In the same year there were also approximately 1.6 million lung cancer-related deaths, and by 2035 this number is expected to increase by 86% (1) (2) (3) . The highest risk factor for lung cancer is smoking, even smoking a few cigarettes per day (4) . As many as 80% of lung cancer cases in men and 50% in women are caused by smoking (5, 6) , making tobacco control the key strategy for lung cancer prevention (2, 7, 8) . The process of active tobacco control in Montenegro was initiated in 2003 by establishing the National Tobacco Control Commission and developing the National Strategy for Tobacco Control (9), which derives fundamental concepts from international documents related to tobacco control in Europe (10) (11) (12) . It introduced measures (13) (14) (15) (16) and law regulations (17, 18) for improving tobacco control in Montenegro (19).
In the period 1976 to 2000 an increasing trend of lung cancer mortality was observed in Montenegro, with a significant correlation between lung cancer mortality rate and tobacco products use (20) . More recent trends have not been analyzed and it is not known whether the trend of lung cancer mortality changed after the changes in smoking prevalence at the beginning of the 21st century (21-23). The aim of this article is to analyze the trend of lung cancer mortality in Montenegro for the period 1990-2015 by using joinpoint regression (24, 25) .
MATERIAL AND METHODS

Data sources
The study gathered data on lung cancer mortality in Montenegro from 1990 to 2015. The primary data source were death certificates completed by physicians who determined the time and cause of death. The certificates for the period until 2009 were obtained from the Statistical Office of Montenegro and for the period after 2009 from the Institute for Public Health. Lung cancer was defined by using the International Classification of Diseases code 162 from the 9th edition, and codes C33 and C34 from the 10th edition (26) . The number of death cases of lung cancer was published in the Statistical Yearbooks of the Institute of Public Health for the period 1999-2009 (27) . Population data were obtained from the Statistical Office of Montenegro.
Statistical analyses
Rates were age-standardized to the World Standard Population (28) for the estimation of overall and sex-related trends. The joinpoint regression model was used to analyze long-term trends in lung cancer mortality and detect the time points when there was a significant change in the linear time trend. In the joinpoint regression model, the dependent variable x is the year and the independent variable y is the logarithmically transformed mortality rate. The models also estimated annual percentage change and average annual percentage change of lung cancer rates. Statistical analysis was carried out with the Joinpoint software, version 4.6.0.0 (April 2018, available from the Surveillance Research Program of the US National Cancer Institute) (29). The selected method for analysis was Grid-search method. The minimum number of observations for the number of points from the end of the time series to the first joinpoint was set to 3, and the minimum number of observations between two joinpoints was set to 4. The number of joinpoints was set between 0 and 4. The permutation test was used to choose the best fit joinpoint model, with the total significance level of 0.05. The difference between men and women was determined with the parallelism test (30) .
RESULTS
In 2015, lung cancer ranked third among all death causes and accounted for 5.44% of all deaths (6.68% in men, 2.79% in women) and for 22.80% of all cancer deaths (30.41% in men, 13.23% in women). In terms of total cancer mortality, it ranked first among men and second among women.
The total number of deaths from lung cancer increased from 163 in 1990 to 297 in 2015 (133 to 222 in men, 30 to 75 in women), which equals to an increase of 82.2% (66.9% in men and 150% in women). Age-standardized rates ranged from 19.3/100 000 in 1993 to 33.8/100 000 in 2005. In men, age-standardized rates increased from 40/100 000 in 1990 to 43/100 000 in 2015, and in women from 6/100 000 to 13/100 000. Death rate ratio between men and women in 1990 was 5.85. Rates among women were rising faster and approached the rates in men. Therefore, the ratio in 2015 was 43.10% lower than in 1990 (Table 1) .
Joinpoint regression showed a joinpoint in 2004 for the entire population and for women, and in 2005 for men. In the observed period, lung cancer mortality rates significantly increased in the entire population (average annual percentage change [AAPC] = 1.3%; 95% confidence in-terval [CI] 0.4-2.1; P < 0.001) and in women (AAPC = 3.5%; 95% CI 2.1-4.9; P < 0.001) and not significantly in men (AAPC = 0.6%; 95% CI -0.4 to 1.6; P = 0.300) ( Table 2 ).
The overall mortality rates increased from 1990 to 2004 (annual percent change [APC] = 3.91%, 95% CI 2.7-5.1; P < 0.001) and decreased from 2004 to 2015 (APC = -1.95%; 95% CI -3.3 to -0.6; P < 0.001) (Figure 1 ). In men, the rates increased to 2005 (APC = 2.88%; 95% CI 1.6-4.1; P < 0.001), after which they decreased by an average 2.79% per year (95% CI -4.7 to -0.9; P < 0.001). In women, they were increasing faster than in men, with the rate of 7.14% in the period 1990-2004 (APC = 7.14%; 95% CI 5.1-9.2; P < 0.001). After 2004, the rates in women remained unchanged (P = 0.400). The parallelism test showed that the mortality trend line of lung cancer in men and women was not parallel (P < 0.001) (Figure 2) .
DISCUSSION
The joinpoint analysis showed that standardized rates of lung cancer mortality in Montenegro peaked in the early 21st century. The rates were growing in the overall period on average by 1.3% per year. The trend changed in (21-23) . However, since it usually takes two to three decades for changes in smoking behavior to affect lung cancer trends (7), we cannot be certain whether these changes can be attributed to decrease in the smoking prevalence or some other factor. At the same time, it is not clear whether the lung cancer mortality trend will continue to rise, but the smoking prevalence of 36.2% in men and 34.5% in women found in 2017 (31) is still high, warranting the introduction of new laws on tobacco ban and better enforcement of the existing laws.
The estimated AAPC of lung cancer standardized mortality rate was lower than the rate of 7.7% per year observed in China 1991-2013 (32), and higher than the rate in Croatia (33) . While the decreasing trend of cancer mortality in Montenegro started in the early year of 21st, in the countries of South-Eastern Europe, age-standardized lung cancer mortality rates in men started to decrease already in the period 1999-2008: by 1.2% per year in Slovenia, 0.8% per year in Croatia, and 2.5% in Malta, but they increased in Bulgaria by 2.0% and Serbia by 2.2% (34) . In women, the rates decreased by 2.1% in Slovenia, 3.1% in Serbia, and 3.8 in Romania (34) . European Union countries saw the peak of lung cancer mortality in men in the late 1980s, followed by a decline accompanying reduced tobacco consumption. In women, on the other hand, the mortality started growing from 1970 (35) .
The variations in lung cancer mortality rates and trends between countries and between men and women within each country largely reflect differences in smoking prevalence (6, (36) (37) (38) . Some European countries have managed to substantially reduce smoking prevalence (39) . Countries ranked high on Tobacco Control Scale 2016, such as Norway and Iceland (40) , from 1980 to 2012 successfully reduced smoking prevalence by more than 50% in both men and women (41) . The lack of smoking prevalence data in Montenegro prevents monitoring trends and projections of smoking prevalence reduction (42) .
To facilitate prevention, as the most cost-effective longterm strategy for cancer control (43) , it is important to understand lung cancer epidemiology and its causative risk factors. Determining lung cancer trends is also of crucial importance for national planning programs for lung cancer control (8, 44, 45) .
A limitation of our study is the quality of death records, including data validity and reliability, especially since no study so far has analyzed the quality of mortality data in Montenegro. Also, different physicians were responsible for coding death causes before and after 2009 and two different classification systems, ICD-9 and ICD-10, were used. Furthermore, no studies on lung cancer causes have been conducted in Montenegro, so no precise conclusion could be made on the causes of changes registered by joinpoint regression.
In conclusion, this study observed an increase in lung cancer mortality rates during the studied period, which warrants improvement and full implementation of tobacco control as the main strategy for combating tobacco use.
Funding None.
Ethical approval Not required.
Declaration of authorship MNV, DL, and GT conceived and designed the study; MNV and GT acquired the data; MNV and GT analyzed and interpreted the data; all authors drafted the manuscript; all authors critically revised the manuscript for important intellectual content; all authors gave approval of the version to be submitted; all authors agree to be accountable for all aspects of the work.
